Reexamining the Impact of Medicaid Expansion in a Post-Affordable Care Act Environment from a Critical Race Perspective by Dooley, Ty Price
Journal of Public Management & Social Policy
Volume 26 | Number 1 Article 3
June 2019
Reexamining the Impact of Medicaid Expansion in
a Post-Affordable Care Act Environment from a
Critical Race Perspective
Ty Price Dooley
University of Memphis, tpdooley@memphis.edu
Follow this and additional works at: https://digitalscholarship.tsu.edu/jpmsp
Part of the Health Policy Commons, Inequality and Stratification Commons, Political Science
Commons, Public Policy Commons, and the Social Policy Commons
This Article is brought to you for free and open access by the Journals at Digital Scholarship @ Texas Southern University. It has been accepted for
inclusion in Journal of Public Management & Social Policy by an authorized editor of Digital Scholarship @ Texas Southern University. For more
information, please contact rodriguezam@TSU.EDU.
Recommended Citation
Dooley, Ty Price (2019) "Reexamining the Impact of Medicaid Expansion in a Post-Affordable Care Act Environment from a Critical
Race Perspective," Journal of Public Management & Social Policy: Vol. 26 : No. 1 , Article 3.
Available at: https://digitalscholarship.tsu.edu/jpmsp/vol26/iss1/3
Reexamining the Impact of Medicaid Expansion in a Post-Affordable Care
Act Environment from a Critical Race Perspective
Cover Page Footnote
I would like to thank Tess Dooley for her assistance in getting this project started. I would also like to thank
Charles Menifield and reviewers for their helpful feedback.
This article is available in Journal of Public Management & Social Policy: https://digitalscholarship.tsu.edu/jpmsp/vol26/iss1/3
Journal of Public Management & Social Policy  Spring 2019 
 
- 21 - 
 
Reexamining the Impact of 
Medicaid Expansion in a Post-
Affordable Care Act Environment 
from a Critical Race Perspective 
 
 
 
Ty Price Dooley 
University of Memphis 
 
 
The passage of the Patient Protection and Affordable Care Act (ACA) in 2010 drastically 
transformed the health care system in the United States.  This paper examines the factors 
influencing state decisions relative to Medicaid expansion in a post-ACA environment 
through the lens of Critical Race Theory.  This study incorporates economic, geographic and 
health variables into a model of post-ACA-Medicaid decision-making by using logistic 
regression to examine State Medicaid expansion from 2010 to 2014.  The size of the minority 
population in state, tobacco use and southern distinctiveness are significant predictors of 
decision making relative to Medicaid expansion. Findings support that racialized decision-
making, particularly in the South, continue to play a significant role in state-level 
policymaking.  
 
This paper examines factors influencing state decisions relative to Medicaid 
expansion in a post-ACA environment through the lens of critical race theory (CRT) and its 
effects on at-risk populations.   To address the issue of racial disparity in state-level health 
policy, CRT provides a useful framework. Central to CRT is that racism is pervasive and 
impacts every aspect of institutional decision-making in the United States.  This research area 
is of particular interest in that it examines the impact of state-level decision-making on 
minority populations related to Medicaid expansion post-ACA. 
The passage of the Patient Protection and Affordable Care Act of 2010 (ACA) 
transformed the health care system in the United States.  The ACA’s Medicaid expansion was 
viewed as a critical component in addressing racial disparities in the U.S. healthcare system, 
particularly as it relates to increasing access to care.  Racial disparities in the U.S. have been 
well documented by scholars, with data showing that African Americans suffer 
disproportionately lower levels of care and treatment as compared to their white counterparts 
(James 2017; Wheeler & Bryant 2017; Beller 2005; Nelson 2002; Fiscella et al. 2000; 
Williams & Rucker 2000).  These disparities can be traced to social inequalities based on race 
1
Dooley: Reexamining Medicaid Expansion From a Critical Race Perspective
Published by Digital Scholarship @ Texas Southern University, 2019
Journal of Public Management & Social Policy                                                                                                              Spring 2019 
 
- 22 - 
in the U.S.  Race is a major basis of division in the U.S. and is a critical factor that is linked 
to the social, cultural, and economic structures of American society from its founding.  Thus, 
racial disparities in health care reflect a historic legacy of race-based segregation in American 
society that can still be felt in communities of color.   
Since the enactment of the ACA in 2010, 32 states and the District of Columbia have 
chosen to expand Medicaid.  The funding formula for Medicaid reimbursement under the 
ACA was dramatically impacted by the passage of the law.  Under the law, the Federal 
Medical Assistance Percentage (FMAP) increased federal reimbursements to states that chose 
to expand Medicaid to 100 percent for the first 3 years, followed by 95 percent in 2017, 94 
percent in 2018, 93 percent in 2019, and 90 percent in 2020 and beyond.  In exchange for 
increased federal reimbursements, states would be required to expand their eligibility 
requirements to all households that had an income of up to 138% of the federal poverty rate 
with individuals under the age of 65.  In National Federation of Independent Business v. 
Sebelius, the U.S. Supreme Court held that states could opt out of the Medicaid expansion 
provisions of the ACA without penalty.  Thus, in this post-ACA environment, characterized 
by federal reimbursements of ninety percent or more, coupled with states having wider 
implementation options, other factors beyond the traditional notions of party control should 
play a role in state Medicaid expansion decision-making relative to minority populations. 
 
Background 
Medicaid is a program administered jointly by the federal and state governments that provides 
health insurance benefits to low-income families, individuals with disabilities, and certain 
benefits to senior citizens supplemental to Medicare coverage.  This partnership between the 
states and the federal government has two components. The first component involves federal 
matching funds, which encouraged the states to establish Medicaid (Schneider 1997). The 
second component provides some flexibility for states as it relates to the operation of the 
Medicaid program relative to eligibility and benefits (Schneider 1997). 
Medicaid was first enacted as part of the Medicare Bill, Public Law 89-97, in 1965.  
President Lyndon B. Johnson at the signing stated this bill would “improve a wide range of 
health and medical services for Americans of all ages” (Johnson 1965, p. 21). 
In the last eighteen years, Medicaid has expanded to a wider range of the American 
public, in part due to legislative and regulatory action.  In 1995, 33.4 million Americans were 
enrolled in Medicaid, resulting in a $159.9 billion expenditure (Foster 2010).  As of 
November 2014, Medicaid enrollment increased to over 68 million Americans, with 
expenditures exceeding $508 billion (Department of Health and Human Services 2015). 
Medicaid is a critically important program in the U.S., as it is the second largest health care 
program following Medicare based upon expenditures, and the largest single health care 
program based upon the number of enrollees (Truffer, Klemm, Wolfe, Rennie, and Shuff 
2013).  As a consequence, the implementation of health-related services, via Medicaid, is an 
expensive burden for states (Greipp 2002). 
On March 23, 2010, President Barack Obama signed the Patient Protection and 
Affordable Care Act, as amended by the Health and Education Reconciliation Act (ACA), 
into law.  In his remarks at the signing ceremony, the President stated that the ACA 
“enshrined…the core principle that everybody should have some basic security when it comes 
to their health care” (Obama, 2010, p.3). 
The ACA provided basic security regarding health care to many Americans using a 
three-pronged approach.  First, individuals would be required to have minimum essential 
health insurance coverage (MEC) or pay a tax penalty, unless an exception applies.  Second, 
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individuals would have expanded access to affordable health insurance coverage through the 
expansion of Medicaid and the Children's Health Insurance Program (CHIP), insurance 
market reforms requiring coverage of children as dependents until age 26, the elimination of 
exclusions from coverage for pre-existing health conditions, the creation of insurance 
exchanges, and incentives and penalties for employers to offer health insurance coverage to 
full-time employees working at least 30 hours per week.  Third, the ACA would lead to the 
creation of a transformation within the health care system necessary to contain costs.     
Effective April 1, 2010, the ACA permitted states to cover more individuals on 
Medicaid.  States were able to receive federal matching funds for covering some additional 
low-income individuals, specifically adults without children and families under Medicaid for 
whom federal funds were not previously available.  The ACA expanded Medicaid eligibility 
by 2014 to all Americans under the age of 65, whose family income was at or below 138% 
of FPL.  States would receive 100% federal funding for individuals covered due to Medicaid 
expansion during the first three years of applicability. As previously stated, the Federal 
Medical Assistance Percentage falls to lower rates in subsequent years, stabilizing in 2019 
and beyond at 90 percent. States would have to cover the remaining balance moving forward.  
The ACA is predicated on the notion that states comply with the expansion of Medicaid for 
newly eligible individuals, but also maintain its current federal matching funds for Medicaid 
for preexisting persons and families. 
Several states challenged the constitutionality of Medicaid expansion as enacted by 
the ACA. The U.S. Supreme Court reviewed the issues of the constitutionality of the 
individual mandate and Medicaid expansion in National Federation of Independent Business 
v. Sebelius. In 2012, the Court upheld the constitutionality of the individual mandate; 
however, in a surprising decision, seven justices declared the mandatory Medicaid expansion 
unconstitutional.  Led by Chief Justice John Roberts, five justices halted the complete 
elimination of Medicaid expansion by limiting the federal government’s power of mandated 
enforcement; thereby allowing states an option to opt-out of expanding Medicaid without the 
penalty of jeopardizing all federal Medicaid matching funding.   
 
Figure 1: Black Percentage Uninsured of total Population 2010 to 2016 
 
Source: U.S. Census, American Community Survey. 
 
Initial estimates in 2010 by the Centers for Medicaid and Medicare Services (CMS) 
claimed that the ACA would expand coverage to 34 million Americans.  CMS estimated that 
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more than one-half of those 34 million Americans, 18 million in total, would gain coverage 
due to the Medicaid expansion provision of the ACA.  Among the states that expanded 
Medicaid coverage, more than 15 million people have enrolled in Medicaid or CHIP, with 
significant increases in coverage among black and brown populations (Kominski, Nonzee, & 
Sorensen 2017; Heintzman, Bailey, DeVoe, Cowburn, Kapka, Duong, & Marino 2017).  
These data seem to confirm previous studies that indicated that healthcare affordability was 
a factor in the lack of insurance among African Americans (Fiscella et al. 2000; Potosky et 
al. 1998; Mutchler & Burr 1991). 
Figure 1 shows the number of uninsured African Americans as a percentage of the 
total population of the uninsured in the U.S. as reported by the American Community Survey, 
a division of the U.S. Census Bureau. Also, it illustrates the impact of the ACA on the 
African-American population as a percentage of the total population in the United States from 
2010 to 2016.   A significant reduction in the percentage uninsured from 14.5 percent to 14.1 
percent occurred during the indicated time frame. 
Figure 2 details an even more dramatic decline in the African American uninsured 
rate by focusing on the African American population in the U.S. from 2010 to 2014.  As the 
Figure shows, there was a nearly five percentage point decline from 18.2 to 13.6.  The data 
outlined in Figure 1 and Figure 2 illustrate the overall impact that the ACA’s Medicaid 
expansion has had on African Americans.    
 
Figure 2: Black Percentage Uninsured 2010 to 2014 
 
Source: U.S. Census, American Community Survey. 
 
The American Community Survey (ACS), conducted by the United States Census 
Bureau, is the largest household survey in the country, with approximately 3 million 
individuals surveyed in the public-use file each year.  State geographical information is 
available in the ACS based on approximately 2,350 “public use microdata areas” (PUMAs). 
PUMAs are mutually exclusive areas within states that are populated with at least 100,000 
individuals.  The ACS is one of the primary sources used by the federal government to 
evaluate health insurance coverage (Smith & Medalia 2014). 
 
Review of Related Literature 
Past research reveals that political party control plays an outsized influence on whether or not 
a state expanded Medicaid.  I posit that the factors associated with Medicaid expansion in a 
post-ACA environment are complex. 
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Prior to the implementation of the ACA, party control of the legislature was 
statistically significant in determining spending levels for Medicaid (Brown 1995; Kouser 
2002).  Additionally, Grogan (1994) found that single party control of a state (both the 
legislature and the governor’s office) was significant in determining Medicaid spending 
levels.  In a post-ACA implementation study, Barrilleaux and Rainey (2014) examined state 
executives and found that governors’ partisanship and the composition of the state legislature 
impacted substantively on a governor's decision to expand Medicaid. Thus, any initial 
conversation on Medicaid expansion among states under ACA necessarily began with a focus 
on party control and the partisan ideological underpinnings that are at play.  This supposition 
was discussed by Jones, Bradley, and Oberlander (2014); Jacobs & Callaghan (2013); and 
Oberlander (2011).  These scholars capably detailed the opposition to Medicaid expansion in 
Republican-controlled states.  This is consistent with the increasingly partisan nature of party 
control found within state legislatures (Aldrich & Battista 2002; Wright & Schaffner 2002).  
Research in this area indicates that the party that controls the legislature produces unified 
voting blocks and sets the agenda (Clark 2012; Battista & Richman 2011).  Party control of 
the legislature may not be the sole factor impacting the Medicaid expansion decision-making 
process under the ACA. I posit that other factors impact the decision-making process 
regarding Medicaid expansion and that decision-making under the ACA offers a unique 
opportunity to examine the decision processes of the various states in a way that one could 
not do prior to the passage of the ACA in 2010. 
The point of distinction when comparing Medicaid expansion under the ACA 
relative to studies prior to 2010 is that those studies conducted prior to ACA passage only 
looked at the relative expansion of various Medicaid benefits. Due to the 2012 Supreme Court 
decision in National Federation of Independent Business v. Sebelius, states had a real 
opportunity to accept sweeping changes to their Medicaid programs along with the substantial 
subsidy of the cost. Thus, in post-ACA implementation, several studies have revisited 
Medicaid decision-making to find additional factors that play a role in state decision-making 
processes.  In their study, Mayer, Kenter, and Morris (2015) employed a dependent variable 
of five additive measures of ACA support and examined the impact of both political and 
socioeconomic indicators on state policy decisions.  They found a correlation between public 
health need and traditionalistic political culture. Travis, Morris, Mayer, Kenter, and Breaux 
(2016) found that Southern states were distinctive relative to their Medicaid decisions, with 
the executive driving the decision-making process. Race may also be a factor impacting state 
decision-making in Southern states (Travis et al. 2016).   
This paper builds on these studies by incorporating racial, economic, and health 
indicators into a broader explanatory model of post-ACA Medicaid decision-making. 
Predictor variables for the model include race, obesity, tobacco use, unemployment, poverty 
rate, under 18 poverty rate, southern distinctiveness, and total party control of a state. 
 
Race 
Due to the disproportionate impact of lower levels of income as a group, African Americans 
and Hispanic residents are more likely not to have insurance and experience increased health 
related issues (Lillie-Blanton & Hoffman, 2005; Kirby & Kaneda, 2013).  These groups 
benefit from Medicaid expansion (Racine et al., 2001; Lillie-Blanton & Hoffman 2005; Kirby 
& Kaneda, 2013; Clemans-Cope et al., 2012).  As it relates to the decision-making process 
on whether a state would choose to expand Medicaid, previous studies have indicated that as 
the percentage of the non-White population increases in a state, social safety net programs 
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akin to Medicaid are less likely to be adopted and expanded (Orr, 1976; Wright, 1977; 
Plotnick & Winters, 1985). 
 
Unemployment and Poverty Rate 
The unemployment and poverty rates are key indicators of a state’s overall economic health 
and are key predictor variables that impact decision-making for state Medicaid expansion in 
a post-ACA environment. State spending related to Medicaid expansion should impact 
employment rates by making workers healthier and, in turn, more productive (Stronks, Van 
De Mheen, Bos, & Mackenbach 1997).  Poverty rate continues to have a profound effect on 
states in both social and cultural terms. The ACA originally was designed to standardize 
health care options and expand coverage to many people in the uninsured population that 
were at or near the poverty line (Holahan, Buettgens, Carroll, & Dorn 2012).  Relative to 
Medicaid, the poverty rate of a state can serve as a metric of health care access and utilization 
disparities relative to low-income populations (Gornick & Swift 2002). The decision to opt 
out of Medicaid expansion creates a considerable gap in health care coverage for low-income 
residents of a state (Crowley & Golden 2014). These gaps in coverage exacerbate social risk 
factors for these at-risk populations within a state and have negative effects on the broader 
community within that state (Hacker 2004). Consequently, I posit that among states that have 
chosen to expand Medicaid in a post-ACA environment, unemployment and poverty rate 
would be factors that would influence a state in deciding to expand Medicaid. 
 
Obesity and Tobacco Use 
This model also incorporates both obesity and tobacco use as predictors of Medicaid 
expansion in a post-ACA environment. These two variables were selected due to their impact 
on state policymaking. States have identified both tobacco use and obesity as major drivers 
of preventable health related costs that impact public health expenditures. Obesity and 
tobacco use are identifiable and replicable risk factors that impact the major causes of death 
in the U.S. (Yoon et al. 2010; Danaei et al. 2010; Murray et al. 2006).  Of these, obesity is 
perhaps the most impactful. Excess body weight is associated with negative effects on 
longevity and productivity and places a substantial burden on the health care system (Wang 
et al. 2011).  Rates of obesity in the U.S. have increased over the past 25 years, to the extent 
that over 35 percent of Americans are obese (Ogden et al. 2012).  In their study, Eckel and 
Krauss (1998) identified obesity as a serious risk factor for coronary heart disease, on a par 
with tobacco use, physical inactivity, and high blood cholesterol.  Van Itallie (1985) linked 
higher rates of mortality for overweight young adults when compared to overweight adults 
over the age of 45. 
A study of population and mortality figures from the Bureau of the Census and the 
National Center for Health Statistics found that the diseases with the largest contribution to 
mortality disparities across the U.S. are chronic diseases and injuries with well-established 
risk factors, of which obesity and tobacco use were leading contributors (Murray et al. 
2006).  A subsequent study of population and mortality figures using additional data obtained 
from the National Health and Nutrition Examination Survey and the Behavioral Risk Factor 
Surveillance System concluded that disparities in tobacco use and adiposity, among other risk 
factors, explained a significant proportion of disparities in mortality from cardiovascular 
diseases and cancers, and some of the life expectancy disparities in the U.S. (Danaei et al. 
2010).  In a study commissioned by the CDC, researchers found that being overweight and a 
smoker were major modifiable risks for four of the five leading causes of death in the U.S. 
(Yoon et al. 2010). Moreover, researchers have identified strong support in the U.S. for health 
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care policies designed to prevent and treat obesity and tobacco use related health concerns 
(Fuemmeler et al. 2007). 
 
Southern Distinctiveness 
The geographic South is a distinctive region in the United States, historically, culturally, and 
economically.  This model incorporates Southern Distinctiveness as a predictor.  Prior 
research has demonstrated the linkage between the geographic South and Medicaid expansion 
(Travis et al. 2016).  Moreover, cultural attitudes relative to race vary by region (Fosset & 
Kiecolt 1989). 
 
Critical Race Theory 
Critical race theory has emerged as an effective analytical lens to understand institutional 
phenomena. This paper breaks new ground through the application of CRT to the field of 
public policy decision-making. CRT draws from a broad literature in the areas of ethnic 
studies, law, sociology, education, and public health (Ladson-Billings & Tate 1995; Tate 
1997; Ladson-Billings 1998; Aguirre 2000; Powell 2007; Viruell-Fuentes, Miranda, & 
Abdulrahim 2012; Feagin & Bennefield 2014; Ford 2016). Critical race theory owes its 
origins to critical legal theory, which is based on postmodernity and the postmodern school 
of thought. 
 Previous research in the area of Medicaid expansion, prior to the implementation of 
the ACA, demonstrated that the timing of state Medicaid policy adoptions related 
significantly to party control in the state legislature (Brown 1995; Kouser 2002; Grogan 1994; 
Clark 2012; Battista & Richman 2011).  However, with the additional resources provided 
under the ACA, it seems likely that other factors can be examined that could reveal additional 
insights relative to state decision-making.  Thus, in a post-ACA environment, with fiscal 
constraints ameliorated to a high degree, CRT provides a useful starting point for 
understanding the internal and external determinants that drive policy adoption; with the 
caveat that for most of its history, public policy in the U.S., relative to the institutions, 
processes, and conventions, were not developed or designed for African Americans or other 
marginalized populations.  In their study of the racial dimensions of U.S. healthcare and 
public health systems, Feagin and Bennefield (2014) point to the need for new conceptual 
paradigms to assess racialized health disparities in the U.S. due to the racist realities of 
contemporary American society. 
At its core, CRT is based on the notion that race and racism is structurally ingrained 
in our system of governance, going back to the very origins of the founding of the U.S. But 
what is more relevant today is that the laws, remedies, and policies that have been constructed 
since the 1960s are steeped in racist ideologies that continue to perpetuate white privilege. 
White privilege is a structural feature of the social, economic, and political order of the U.S.  
Structurally, it is a pervasive all-encompassing state in which white persons both benefit and 
are spared from injustices imposed on persons of color (Bloom 2008).  Policies associated 
with redlining practices that kept African Americans from purchasing homes in certain 
neighborhoods, loans provided to African Americans at higher interest rates than their white 
counterparts, the criminalization of the public-school system that disproportionately impacts 
black and brown communities are all examples of public policies that perpetuate white 
privilege. 
Central to CRT is the idea that race is social construct that is not empirical nor 
objective. Further, the social construct of race has no biological or genetic derivative. Rather, 
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race is a construct designed solely to advantage a specific population at the expense of all 
others at the founding of the U.S.  The outcomes of the racialized constructs enshrined in the 
U.S. Constitution, at its founding, have produced artifacts that are pervasive in our system of 
governance to the extent that it has racialized public policy decision-making. In essence, 
every institution derived from the rational-legal framework constructed by the U.S 
Constitution is racist.  The racialized disparities produced are profound, systematic, and 
cumulative (Gooden 2015).  In practical terms, this means that racism is difficult to combat 
through formal rational legal methodologies based around notions of race neutral policy 
outputs with formalized implementations that do not take into account issues related to equity 
and prior discriminatory practices.  Ultimately, race neutral policies perpetuate the status quo 
in U.S. public policymaking by maintaining white privilege.  Operating within that construct, 
CRT emerges as a paradigm that offers insights into social justice related issues in the U.S.  
Relative to this study, internal and external determinants will focus on state racial indicators 
that may impact the decision-making process of Medicaid expansion in a post-ACA 
environment.  
 
Methods and Model Specification 
The data from the present study were drawn using a longitudinal design from 2010 to 2014. 
Forty-nine states were examined (Nebraska was excluded due to the unicameral nature of its 
legislature) using quantitative methods that provided substantive and theoretical insights into 
whether the articulated independent variables of race, obesity, tobacco use, unemployment, 
poverty rate, under 18 poverty rate, southern distinctiveness, total party control of a state, and 
governor’s party affiliation impacted the dichotomous dependent variable, Medicaid 
expansion.  Initially, the overall distribution of the data collected was examined.  The purpose 
of running descriptive statistics was to learn about the content of the populations and to reveal 
the scope of the data within those populations. Next, bivariate association tests were 
conducted to determine the strengths and direction of the associations between variables in 
the data. Variables that were highly correlated, not consistent with the literature, were 
excluded from the models detailed.  Additionally, Hosmer-Lemeshow goodness of fit tests 
were run for each model to detect if there were misspecifications relative to the models 
detailed.  No misspecifications were indicated. Finally, logistic regression models were 
constructed to examine the relationship between the dependent and predictor variables. A 
Durbin-Watson test was performed on the panel data to check for issues related to auto 
collinearity. The test did not reveal auto correlation issues.1  Data were obtained on whether 
or not a state expanded Medicaid from both the National Conference of State Legislatures 
(2015) as well as the Kaiser Family Foundation (2015) for 2010 through 2014. Medicaid 
expansion was coded as a dichotomous variable, where states that chose to expand Medicaid 
                                                          
1 The Durbin Watson test is a number that tests for autocorrelation in the residuals from a statistical regression 
analysis. A Durbin-Watson test statistic is always between 0 and 4.  A value of 2 means that there is no 
autocorrelation in the sample.  Values from 0 to less than 2 indicate positive autocorrelation and values from more 
than 2 to 4 indicate negative autocorrelation.  The results for Model 1= 2.12, Model 2 = 1.916, Model 3 = 2.155 
indicate autocorrelation was not found in the sample.  Model 1 examined both Democrat and Republican total 
party control states; Model 2 examined the partisan decision-making of state executives, and Model 3 examined 
states where only Republicans were in total party control of the state.   A fourth model examined the relationship 
between Medicaid decision-making by race in the 12 states that constitute the contiguous geographic South in the 
U.S.   A state was coded 1 if they expanded Medicaid and 0 if they did not.  Additional tests were conducted to 
check independent variables for multicollinearity.  I tested the p value at .05, and .001. The null hypothesis was 
rejected at the p< 0.05 level of significance.   
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were coded as a 1, and states that did not expand Medicaid were coded as a 0. Data on the 
ratio of the minority population for states were obtained from the U.S. Census Bureau for 
2010 through 2014. Data for tobacco use by state came from the Centers for Disease Control 
and Prevention. Political party affiliation for both state legislative bodies and the state 
executives came from the National Conference of State Legislatures.  These data were used 
to construct the variables: total party control of a state2, governor’s party affiliation, and 
Republican Party control of a state3.  Each of these variables was dichotomous. Total party 
control was coded as 1. The absence of total party control in a state was coded as 0. 
Governor’s party affiliation was coded as a 1 for Democrat, and coded as a 0 for Republican.  
The presence of total Republican Party control was coded as a 1, and lack of total Republican 
Party control of a state was coded as 0. Using unemployment data from the Bureau of Labor 
Statistics, unemployment rates were expressed as the ratio of the number 
of unemployed individuals in a state to all individuals currently in the labor force.  Poverty 
rate information was collected from the U.S. Census Bureau’s Small Area Income and 
Poverty Estimates for 2010 through 2014. These data were used for both poverty and under 
age 18 poverty variables in the model. Obesity data collected from Trust for American’s 
Health for 2010 through 2014 were used to construct a dichotomous variable. Southern 
distinctiveness, comprised of the states from the U.S. South, where 1 was coded to indicate 
southern and 0 not southern.  Race is coded as a continuous variable; expressed as the ratio 
of white only to non-white population for each of the 12 states in the model. The states are 
South Carolina, Mississippi, Florida, Alabama, Georgia, Louisiana, Texas, Virginia,  
Arkansas, North Carolina, Tennessee, and Kentucky. 
  
Findings 
Table 2 presents the output across each of the three models. The first model, which included 
basic socioeconomic and health categories, suggested that party control was a key indicator 
of state decision-making in a post-ACA environment. This finding was consistent with other 
studies in the literature (Grogan 1994; Jones, Bradley, and Oberlander 2014; Jacobs & 
Callaghan 2013; Oberlander 2011; Aldrich & Battista 2002; Wright & Schaffner 2002) and 
reinforces the overwhelming nature of partisan motivations impact on state-level decision-
making. Another finding within Model I dealt with the negative relationship of southern 
distinctiveness to Medicaid expansion decision-making.  Southern states were less likely to 
expand Medicaid. Additionally, tobacco use and level of unemployment in a state were both 
statistically significant with a negative relationship to Medicaid expansion. States with higher 
levels of unemployment or higher levels of tobacco use were less likely to expand Medicaid.   
The output for Model 2 is consistent with previous research regarding the 
significance of gubernatorial decision-making relative to Medicaid expansion (Barrilleaux, & 
Rainey 2014).  Interestingly, a larger non-white population seems to have a positive 
relationship relative to gubernatorial decision-making on Medicaid expansion.  In this model, 
southern distinctiveness and tobacco use were also significant factors that negatively 
impacted gubernatorial decision-making.   
  
                                                          
2 Total party control of a state refers to a single party having majorities in both houses of a state legislature and 
controlling the governor’s mansion. 
3 Republican Party control of a state refers to the Republican Party controlling majorities in both houses of a state 
legislature and controlling the governor’s mansion. 
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Table 2: Logistic Regression Models Predicting Medicaid Expansion 
 Model 1 Model 2 Model 3 
Southern Distinctiveness -2.847* (1.217) -1.575* (.609) -3.769* (1.619) 
Tobacco Use -.208* (.104) -.144 (.074) -.127 (.183) 
Poverty (Under 18) -.052 (.340) -.012 (.254) -.558 (.552) 
Poverty .330 (.494) .049 (.358) .945 (.834) 
Unemployment -.579** (.181) -.291* (.116) -.213 (.329) 
Obesity .115 (.112) .107 (.080) .355 (.290) 
Minority Pop 2.929 (2.014) 3.934* (1.455) 7.844 (4.643) 
Total State Control 3.043** (.666) ----- ----- ----- ----- 
Governor’s Party 
Affiliation 
----- ----- 1.510** (.377) ----- ----- 
Constant -2.208  -1.251  -12.928  
       
Model χ2   = 73.099  p.<.05 59.546  p.<.05 12.725  p.<.05 
Pseudo R2 = .52  .317  .267  
n                = 164  242  97  
Note: Standard errors in parenthesis 
*p<.05, **p<.001 
 
Model 3 examined only the states with Republicans in control of both the legislature 
and the governor’s office.  Only southern distinctiveness was significant in that model, which 
was consistent with the finding of previous research (Travis et al. 2016). 
The data for Model 4 in Table 3 examined the 12 states that comprise the geographic 
South.  Model 4 indicated that the articulated independent variable of race did impact 
Medicaid expansion among Southern states. 
 This study confirms previous findings relative to Medicaid research regarding 
Southern distinctiveness and the impact of gubernatorial decisions. Across all three models 
where Southern distinctiveness was included; it was statistically significant and had an 
inverse relationship relative to Medicaid expansion. Southern states were less likely to expand 
Medicaid compared to the rest of the country. Coupled with the results from Model 4, which 
showed a strong inverse relationship relative to the size of the minority population in a state, 
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a picture emerges of racialized health policy decision-making in the South.  Southern states 
with substantial minority populations tended not to expand Medicaid. 
 
Table 3: Logistic Regression Model Southern Medicaid Expansion by Race 
Model 4 
Minority Pop -13.476 (5.561)* 
Constant 1.537  
   
Model χ2   = 7.720  p.<.05 
Pseudo R2 = .28  
n                = 60  
Note: Standard errors in parenthesis      *p<.05, **p<.001 
 
Discussion 
This study builds on recent research on Medicaid policy decision-making post-ACA using 
CRT. First, this study examined Medicaid policy choices by states in a post-ACA 
environment looking for non-political party related factors that impacted that process. This 
study found that the post-ACA environment looked remarkably like the state decision-making 
environment pre-ACA. Specifically, single-party control of a state (Grogan 1994) and the 
party affiliation of the state executive (Barrilleaux & Rainey 2014) were statistically 
significant indicators of state Medicaid expansion. Race has long been a contributing factor 
to the decision-making process for social programs at the state level (Grogan & Park 2017). 
In the post-ACA era, it was posited that the landscape surrounding state-level decision-
making may have shifted, due to the extensive transformation in public health policy brought 
about by the ACA.  In this emerging paradigm, race would no longer be a significant 
contributing factor in the process of policy-making. The data in this study does not support 
those conclusions. In both Model 2 and Model 4, race is significant relative to Medicaid 
decision-making. The former examines the decision-making of governors about Medicaid 
expansion, and the latter focuses only on Southern states. Republican governors had a greater 
likelihood of considering race as a factor in choosing not to expand Medicaid. This is 
consistent with the central theme of CRT, which is the prevalence of racialized power 
embedded within the structures and institutions of our society. I contend the findings from 
Model 2 illustrate a significant finding about gubernatorial decision-making in a racialized 
Southern environment.  I posit that state executives may be more responsive to interest group 
pressures vis-à-vis state legislatures, and perhaps more susceptible to being influenced by 
groups engaged in racialized identity politics. Findings from Model 4, which demonstrated 
that race was a factor in Medicaid expansion decision-making in the South, support this 
assertion. This data point holds particular weight when examining public health related 
initiatives in the South, and helps to explain why a region in dire need of health resources 
would choose to reject them. Clearly, the fiscal benefits from Medicaid expansion do not 
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outweigh the racialized power dynamics in the South for states with large African American 
populations. 
 This point can be illustrated by a closer examination of Arkansas and Mississippi. These 
two states border each other.  Each of these states is in the southern region of the country, and 
both have parts of the Delta region.  Both states have some of the highest rates of poverty in 
the country, and both have roughly the same overall population. What distinguishes the states 
is the minority population.  Mississippi has a non-white population of approximately 40%, 
while Arkansas has a non-white population of approximately 20%. Arkansas expanded 
Medicaid, while Mississippi did not. It is likely that the size of the non-white population in 
Mississippi influenced the decision not to expand Medicaid. 
 The results of the analysis have implications for those concerned with developing 
strategies to reduce racialized decision-making. Racialized power structures are 
commonplace in our society and reflected in our policy-making institutions. Additionally, 
studies have shown that groups that benefit from the existing paradigm, which perpetuates 
particular racial group dominance, will tend to explain away disparities in racial outcomes 
(Norton & Sommers 2011; Lowry, Knowles, and Unzueta 2007; Esses & Horson 2006). This 
is a nervous area of government (Gooden 2015). CRT seeks to disrupt and transform these 
racialized power relations regardless of the actors involved, focusing on interventions that 
impact the processes associated with Whiteness and the privileges that come with them, rather 
than the social construct of white people. The policy implications of alleviating racialized 
health disparities are clear; access to care, via Medicaid expansion, should move beyond the 
elimination of financial barriers. The voluntary nature of Medicaid expansion should be 
reexamined in light of the data presented here. 
 
Conclusion 
Scholars of state-level decision-making have described the ways in which policy decisions 
occur, particularly as it relates to partisan control. While this factor is relevant in both pre-
ACA and post-ACA decision-making, this study identifies other factors that have policy 
implications in the arena of healthcare reform.  Additionally, policymakers may be more 
cognizant of the role that racialized decision-making plays in the construction of their 
decisions, which might allow for more positive policy outcomes. 
One of the critiques of critical race theory is that it fails to provide methodological constructs 
of a quantitative nature that support some of its baseline propositions. This paper seeks to 
fulfill that role within the context of health-related decision-making. This research builds 
upon the work of other policy scientists in the pre-ACA era, illustrating that even in a post 
ACA environment, race-based decision-making processes still hold sway. Future studies can 
improve this line of research by expanding the time frame of the study, adding a state-level 
racial attitudes component, and increasing the sample size with improved data on state-level 
policy decisions. 
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